Objective-To design and test a simple scale for measuring the severity of diagnostic errors occurring in accident and emergency (A&E) departments. Methods-Empirical design of a scale which indicates the severity of errors on a scale of 1 to 7. It is obtained by adding two scores which indicate the additional treatment which a patient would have received and the follow up which would have been organised if the correct diagnosis had been made initially. Results-The misdiagnosis severity score (MSS) revealed 166 diagnostic errors in injuries treated in an A&E department over one year. The scoring system allowed the more significant errors to be separated from the less significant ones. Conclusions-The MSS proved useful in describing the errors made in an A&E department. (X Accid Emerg Med 1997;14:290-292) 
problems. The treatment at the time the injury is diagnosed is not necessarily the same as would have been given at the time the patient attended (for example, a skull fracture detected at 48 hours may require no treatment but had it been diagnosed initially, the patient would have been admitted and probably investigated with computerised tomography). In addition, it appears to make no allowance for the difference between admission for observation and admission for treatment, nor for injuries discovered at outpatient review or while the patient is an inpatient.
Factors which should be considered when determining the severity of a diagnostic error include (1) the effect on the patient, for example: * Any threat to life, the potential for short term pain or disability and the potential for long term disability. * The likelihood that the correct diagnosis can be made within a reasonable time. (A patient who has been admitted or brought back to the next review clinic is more likely to have the correct diagnosis made and correct treatment given earlier than the patient with the same injury who has been discharged.) (2) the effect on the department, for example the risk of complaint or legal action as a result of the misdiagnosis. These factors are interrelated.
When patients suffer as a result of a diagnostic error, they do so not because of the error itself but because the error leads to a failure to treat the injury. Treatment can be active such as plaster, surgery, or drugs-but observation of the patient as an inpatient or outpatient to ensure early detection of complications, to maintain adequate symptom control, to reassure the patient, and so on, must also be regarded as treatment. The basis of a severity score for a missed injury should be a measure of the treatment which the patient failed to get.
To be of use, any severity score should be capable of being applied soon after an error is discovered. It should therefore reflect the potential for further problems and cannot be a measure of the actual consequences of an Diagnostic error scale 
Discussion
The MSS is a scale which indicates the severity of diagnostic errors on a scale of 1 to 7. No error scores zero as all errors have implications for patient care. This is because even if the medical consequences are minimal patients may be distressed that an error has been made and this can cause difficulty in their relations with the doctor or hospital. The MSS can be used on all errors within a given period as described above, or on subgroups such as misread x rays, missed tendon injuries, or diagnostic errors in the multiply injured. I have only used the MSS to describe the severity of trauma diagnostic errors, but the same score could be used to describe the severity of non-traumatic diagnostic errors if additional treatment scores were allocated for nonsurgical treatments such as thrombolysis. The MSS is a non-linear scale. It must be emphasised that it is designed to describe the significance of diagnostic errors for the purposes of audit. It should not be used as an indicator of the consequences of an error for an individual patient, for example a missed flexor tendon injury will have greater consequences for a professional musician than for many other people.
The treatment of a particular injury may vary between hospitals. One unit may routinely treat a metatarsal fracture in plaster while another would usually treat the same injury in 
